HIGH concentration oxygen therapy is often required after acute myocardial infarction, as hypoxia is common and may be resistant to oxygen therapy (MacKenzie et al., 1964; McNicol et al., 1965) . While 100% oxygen is probably the treatment of choice, the apparatus for its administration, a tight-fitting face mask with valve box and reservoir or demand valve, is poorly tolerated and requires constant supervision. Of the other methods of high concentration oxygen therapy available, none is ideal. Disposable plastic face masks are widely used, but are poorly tolerated by the patient and unstable on the face. The M.C. mask was introduced by Catterall (1960) as a means of giving oxygen at low flow-rates. A recent study has shown it to be efficient at high flow-rates also, in cases of respiratory disease, if there is no carbon dioxide retention (Catterall, Kazantzis & Hodges, 1967 Arterial samples were taken via an indwelling Teflon arterial cannula (Longdwel, BectonDickinson) in the brachial artery. The samples were taken into all-glass syringes, the dead space being filled with heparin (5000 u/ml). Analysis was carried out immediately.
Arterial oxygen tension was measured with a polarographic electrode (Radiometer, Copenhagen). The electrode was calibrated before each reading. Tonometry showed that this electrode has a gas-blood difference of 2 mmHg at oxygen tension 150 mmHg and 54 mmHg at oxygen tension 700 mmHg. Pco2 was measured with a Severinghaus CO2 electrode.
Results (Table 1) At an oxygen flow rate of 6 1/min all patients had an oxygen tension of over 100 mmHg. At 10 1/min all patients had an oxygen tension over 50 mmHg; 88% over 200 mmHg and 24% over 300 mmHg. The oxygen tension after 100% oxygen is also shown and the 'efficiency' of the mask 
Discussion
The results show that the M.C. mask is an efficient method of giving high-concentration oxygen. At a flow rate of 10 1/min arterial oxygen tension exceeded 150 mmHg in all patients. This oxygen tension is high enough to ensure full saturation of the haemoglobin.
Many of the patients studied had a low Pao2 breathing air, indicating impaired lung function, the result of myocardial infarction. In some, this was severe. These cases are frequently resistant to oxygen therapy (McNicol et al., 1965) , but in all our cases the haemoglobin was fully saturated at 10 1/mmin. The difference between 50% and 100% 'efficiency' is only in terms of dissolved oxygen and in absolute amounts, is small (less than ' ml 02/100 ml blood). It has not been established that such a difference is significant.
From these results, we think that, at present, the M.C. mask, which is acceptable on clinical grounds, is efficient enough as a means of high concentration oxygen therapy to justify its general use in myocardial infarction.
Summary
The 'efficiency' of the M.C. mask as a means of giving high concentration oxygen after myocardial infarction was assessed. Arterial oxygen tensions were measured at flow rates of 6 and 10 1/min using the M.C. mask, and were compared with oxygen tension after breathing 100% oxygen.
At 6 1/min the oxygen tension was over 100 mmHg in all cases and at 10 1/min over 150 mmHg in all cases. At 10 1/min the 'efficiency' of the M.C. mask was 65% that of 100% oxygen. It is concluded that the M.C. mask is effective and probably the best available method of routine high concentration oxygen therapy in myocardial infarction.
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